patient (not in the series of 17 cases, as initial cestriol levels were above normal range) in whom thrice weekly decompression brought on migraine from which she suffered. Treatment was therefore stopped (marked S in Fig 9) and it can be seen that there followed a progressive fall in pregnanediol and cestriol output. The baby's weight at term was 2,490 g.
Summary
It may be concluded that the metabolism of pregnanediol and cestriol during pregnancy can be increased by intermittent abdominal decompres-sion. The fact that hormonal rise varied and did not always occur could be consistent with the widely differing causes of dysmaturity and placental insufficiency and, possibly, the variation in our treatment. Where a favourable response is obtained, it may be asked if this is due to an increase in uteroplacental blood flow and if there is a decompression dialysis which brings a better biochemical balance to the growing cells of placenta and foetus with improvement in enzyme activity, acid-base status and other factors essential to feetal growth and development. Lastly, the use of hormone monitoring as an index of feetal welfare would suggest that the rise in cestriol values obtained with decompression therapy could be an indication of better foetal prognosis. To sum up the present standing of the placenta in words taken from Koestler (1969) : 'I have yet to see any problem, however complicated, which when you looked at it the right way did not become still more complicated.' Little is known about the factors controlling placental growth. James (1967) demonstrated that immunological factors affect the growth rate of the whole conceptus in mice. This work should be a model for research in human beings.
Intrauterine growth retardation has several different etiologies. These may originate from maternal, fretal or placental factors. They may be pathological or physiological. The foetus may not be equally at risk in all such pregnancies. Smallfor-dates babies, excluding associated congenital abnormality, do not form a homogeneous group.
In a personal study, growth-retarded and growth-accelerated neonates and their mothers were compared with one another and with controls. Pathological factors were rare. There was evidence that women, like other mammals (Walton & Hammond 1938 , Hunter 1956 ) have a physiological regulator (Ounsted 1965 , Ounsted & Ounsted 1966 . Pedigree analysis suggests that the setting of this regulator may in part be determined by the degree ofconstraint imposed on the mother when she herself was a feetus (Ounsted & Ounsted 1968 , Ounsted 1969a . Although such constraint appears to be physiological, the growth-retarded infants had much enhanced risks of intrapartum anoxia and asphyxia at birth (Ounsted 1968 ).
Pregnancies bearing feetuses at both extremes of growth rate are very likely to be terminated before the spontaneous onset of labour (Ounsted 1968 (Ounsted , 1969b . These studies suggest that such intervention saves many infants from death and damage. Perinatal mortality rates in all three series were low. But more. precise measurements of feetal metabolism are needed to provide more precise rules for the optimum timing of delivery in individual patients.
The whole conceptus, which used to be considered a quasi-parasitic organism, should now be viewed in a different light (Dawes 1969) . Recent experimental work has shown that in sheep it is the feetus, not the mother, which normally triggers off parturition (Liggins 1969). If the same were found to be true in human beings it would be interesting to know how termination of pregnancy by obstetric intervention affects the future history of such children.
Dr C N Smyth (University College Hospital, London WCI) Suction applied to a part of the body attracts blood flow into that part until the veins are filled. Caro et al. (1968) have shown that the increase in flow on rapid suction can transiently reach eight times normal when measured in the forearms of normal subjects. It has been demonstrated (Smyth 1969 ) that the flow in the legs of patients with arterial disease can sometimes be increased by suction and that the increase may be of a semi-permanent nature, persisting for days; it is presumptively related to the hysteretic characteristics of fibrous tissue or the 'unkinking' or unsticking of vascular adhesions.
When Heyn's method of decompression is applied to the abdominal contents the pressures within the uterus and other viscera can be shown to fall by an amount proportional to the suction pressure. These organs will therefore tend to fill with blood with some attendant distension of the vascular bed. If suction is applied intermittently there is an increase in flow.
In the uterus the blood flow is divided between myometrium and placenta. There seems no a priori reason to suppose that these two flows change in parallel. If the flow is limited by the arterial diameter, one component could increase at the expense of the other. If the flow is limited by the tissues, the changes could be independent. If the myometrium is healthy then, as Caro et al. found in the forearm, the flow may be normal after suction is stopped. If the placenta is ageing, an increased flow may persist for some time. Changes have been shown in the placenta of patients having decompression (Blecher 1968 , Blecher & Heyns 1968 ), but their flow considerations could benefit from further investigation and possibly from tests on animals.
Mr Keith Vartan (London) said that the largest group of dysmature babies was associated with maternal hypertension, and in these cases valuable clinical evidence of the welfare of the baby was afforded by a study of the maternal blood pressure chart. This always levelled off when the baby ceased to grow and fell in the week prior to the baby's death, thus affording a clear indication of the state of the baby, of how long to wait, and when to interfere.
